Objectives: Our aim was to provide a comprehensive review of the available experience and formulate a guideline for the use of intrapartum sonography to diagnose intrapartum cephalic malpositions and malpresentations. Methods: We undertook accordingly a PubMed search using combinations of key words of 'malposition', 'malpresentation', 'occiput posterior', 'deep transverse arrest', 'deflexed presentation' 'face presentation', 'brow presentation', 'sinciput presentation', 'asynclitism' as related to 'sonography'. We combined information from these papers with our own personal experience, collected over a decade of intensive use of ultrasound in labour. Results: Sonographic diagnosis of presentation and position in labouring patients with cephalic fetuses requires both a transabdominal and a transperineal approach. When the occiput is anterior the occiput spine angle is used to assess fetal head flexion. When the occiput is posterior, acoustic shadowing from the craniofacial bones of the fetus prevents clear visualisation and measurement of this angle and a qualitative approach has been suggested. Visualisation of the fetal orbits at or below the level of the pubic symphysis in a transperineal scan indicates brow presentation. A transperineal approach demonstrating a shift of the midline echo of the head is effective in th diagnosis of asynclitism. Conclusions: In our opinion, the value of intrapartum sonography is mostly in perspective, as it will allow prospective studies to better understand the clinical significance of abnormal mechanics of labour and the implications for management. But we firmly believe that there this technique has a major role in contemporary practice. Objectives: In recent years, the established guidelines for prolonged second stage of labour (PSSL; three hours for primiparous women with an epidural and two hours without, and two hours for parous women with an epidural and one hour without) have come under renewed scrutiny. It has been suggested that these guidelines are arbitrary and do not lead to improved outcomes for women or their infants, rather to unnecessary increase in the rate of Caesarean deliveries. PSSL is implicated in various maternal and neonatal complications. PSSL is a mediator: a common pathway between fetal, maternal, and management factors and obstetric outcomes. We sought to investigate the role of fetal head circumference and other factors in the incidence of PSSL, and the role of PSSL in rates of interventional delivery modes and other complications. Methods: EMR-based study of a total cohort of 126,000 births in our centre from [2003] [2004] [2005] [2006] [2007] [2008] [2009] [2010] [2011] [2012] [2013] [2014] [2015] . Logistic regression analysis was applied to obtain adjusted odds ratios for risk of PSSL, including in the model factors significantly associated with this outcome, as well as the aOR of PSSL for unplanned Caesarean delivery and vacuum extraction. Results: Outcomes of 18,906 primiparae who received an epidural were analysed. The factors contributing significantly to PSSL were persistent occiput posterior position (aOR 2.88, 95% CI 2.27-3.66) and HC≥90th centile (aOR 1.94, 95% CI 1.62-2.32), when controlling for labour induction, BW≥90th centile, and infant gender. Each increase of 15 minutes in second stage length beyond 59 minutes, increased the risk for vacuum extraction by 14% (aOR 1.14, 95% CI 1.12-1.15), while each such increase increased the risk of UCD by 33% (aOR 1.33, 95% CI 1.29-1.36), when controlling for persistent occiput posterior position, HC≥90th centile, BW≥90th centile, labour induction, and infant gender. Conclusions: Risk of PSSL is doubled by HC≥90th centile, and increased three-fold by persistent occiput posterior position. Risk of UCD rises significantly well before the accepted 3-hour guideline.
